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A 64-year-old man presented to the hospital
because of hematemesis; on admission, he
had weakness and pale skin, tachycardia and
hypotension. Laboratory tests revealed severe
anemia (hemoglobin 7.8 g/dL); liver, renal and
pancreatic function tests were normal. An
upper digestive endoscopy revealed a gastric
ulcer of the cardia, treated with metallic clips
and adrenalin injection. The patient was treat-
ed with fluids and was transfused with three
units of red blood cells. In the previous two
months, due to the presence of bloating and
diarrhea, associated with abdominal disten-
sion, a colon-computed tomography (CT)
revealed a large retroperitoneal hypodense
mass, 53x37 mm in size, without contrast
enhancement localized between the body and
the tail of the pancreas and the stomach, near
the splenic artery and without signs of infiltra-
tion. To better define the mass, endoscopic
ultrasound and biopsy were performed; howev-
er histopathology of multiple biopsies was not
diagnostic, because of the presence of necrotic
tissue and inflammatory cells. Since
hematemesis recurred, the patient underwent
a second upper digestive endoscopic examina-
tion, but no source of bleeding was found.
Then a new contrast enhanced CT was per-
formed that showed a size reduction of the
mass, the presence of blood in the stomach
and a small pseudoaneurysm of the splenic
artery. Because of these findings an
angiograpghic study was carried out; angiogra-
phy confirmed a splenic artery pseudoa-
neurysm that was successfully embolized with
metal microcoils.
Introduction
Splenic artery pseudoaneurysms are rare
and difficult to recognize especially as in the
present case in which the imaging feature of
splenic aneurysm presented at our observation
as solid abdominal mass.
Case Report
A 64-year-old man was admitted to our
Department of Digestive System because of
hematemesis. The patient had a previous his-
tory of multiple coronary stents for cardiac
ischemia and he chronically assumed aspirin
and clopidogrel. On admission, the patient had
weakness and physical examination, he
revealed pale skin, tachycardia (110 beats per
minutes) and hypotension (arterial blood pres-
sure: 80/50 mmHg). The physical examination
was unremarkable and no pulsatile abdominal
mass was detected. Laboratory tests revealed
severe anemia, hemoglobin being 7.8 g/dL;
liver, renal and pancreatic function tests were
normal. An upper digestive endoscopy revealed
a gastric ulcer of the cardia, treated with
metallic clips and adrenalin injection. The
patient was treated with fluids and was trans-
fused with three units of red blood cells. 
In the previous two months, due to the pres-
ence of bloating and diarrhea, associated with
abdominal distension, a colon-computed
tomography (CT) revealed diffused colonic
uncomplicated diverticula; in addition, a large
retroperitoneal hypodense mass, 53x37 mm in
size, without contrast enhancement was inci-
dentally discovered, localized between the body
and the tail of the pancreas and the stomach,
near the splenic artery and without signs of
infiltration (Figure 1). To better define the
mass, endoscopic ultrasound was performed
and a biopsy of the mass was carried out
(Figure 2), but histopathology of multiple biop-
sies was not diagnostic, because of the pres-
ence of necrotic tissue and inflammatory cells. 
The abdominal mass appeared to be not
related to a pancreatic mass and seems to be
contiguous to the stomach, the differential
diagnosis was made between a gastric lesion
such or lymphoma of the stomach because the
presence of necrotic tissue within the lesion. 
Since hematemesis recurred, the patient
underwent a second upper digestive endoscop-
ic examination, but no source of bleeding was
found. Thus, a new triphasic multidetector CT
(including an unenhanced and arterial, portal
and venous phases) was performed. This latter
examination showed a size reduction of the
mass, the presence of blood in the stomach
and a small (about 1.5 cm) pseudoaneurysm of
the splenic artery (Figure 3). Because of these
findings an angiographic study was carried
out. As a last examination, an angiography was
carried out in order to evaluate and possibly
treat the cause of gastrointestinal bleeding.
Angiography confirmed a splenic artery
pseudoaneurysm (Figure 4), subsequently
embolized with metal microcoils (Figure 5)
using coil isolation/packing technique.1
Discussion
Splenic artery pseudoaneurysm incidence
ranges from 0.01 to 0.2% of patients and
increases up to 10% in older patients.2
Bleeding and/or abdominal pain/distension are
the most common clinical manifestations of
pseudoaneurysms, which are usually associat-
ed with pancreatitis, trauma or rarely abdomi-
nal diseases such as complicated peptic ulcer;3
in these cases, gastrointestinal bleeding can
be overt or also can extend into the peri-
toneum, retroperitoneal space, adjacent
organs, or even into a closed space called
pseudocyst. So far, in clinical practice no
reported cases of unprovoked splenic artery
pseudoaneurysm,3 have been reported as in
the present patient. Hemodynamic instability
is often present and this condition represents
a true medical emergency.2 Once several other
disorders as evident bleeding, severe hemolyt-
ic anemia, compensatory volume fluid shifts,
sepsis, and large hematomas are excluded,
large hematocrit declines that cannot be read-
ily explained or unable to be visualized with
standard endoscopic procedures must prompt
the physician to the diagnostic approach of
splenic artery pseudoaneurysm and its hemo-
dynamic stabilization. The standard treatment
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for splenic artery pseudoaneurysm is angio-
graphic-directed embolization, with either
coils, or, less frequently, stent.4-6
Conclusions
The treatment of choice of splenic artery
pseudoaneurysm is operator-dependent based
on the tortuosity of the target vessel, the loca-
tion, morphology and size of the lesion. Stent
approach has the advantage of excluding the
aneurysm from systemic blood flow without
impeding the flow of blood to the spleen; how-
ever, as described in the literature, it is limited
by rigid delivery systems which can preclude
stent placement in distal tortuous branches, as
commonly seen in splenic vasculature.7 In this
case, the tortuosity of the vessel did not allow
us to use stent; moreover, it is not always easy
to advance a large bore sheath within the tor-
tuous splenic artery. Solid pseudoaneurism is
a very rare finding in clinical practice; the
presence of hypodense mass, without contrast
enhancement and the presence of necrotic tis-
sue and inflammatory cells on histological
specimen may lead to an angiographic study in
order to confirm the origin of the lesion.
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                             Case Report
Figure 1. Computed tomography of the
colon. Incidentally discovered large
retroperitoneal hypodense mass, 53x37
mm in size localized between the body and
the tail of the pancreas and the stomach
(arrows).
Figure 2. Endoscopic ultrasound and biop-
sy were performed to better define the mass
(red arrows). The needle for the biopsy is
indicated with green arrows.
Figure 3. A) The unenhanced abdominal
computed tomography showing the blood
in the stomach (red arrows), the reduction
in size of the mass (yellow arrow) and the
presence of communication between the
stomach and the lesion (green arrow). B)
Contrast enhanced abdominal computed
tomography shows the presence of arterial
splenic pseudoaneurysm.
Figure 4. The angiographic study con-
firmed a splenic artery pseudoaneurysm
(arrow).
Figure 5. Pseudoaneurysm isolated by iso-
lation/packing technique (arrow).
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